
 

Preparing for Bidirectional Integration: 

Lessons from the Field 

 
June 14, 2012 

2:00 – 3:30 pm ET 

1 



To submit a question, please 

type your questions into the 

question box and we will 

address your questions. 

(right) 

 

If at any point during the 

webinar you experience 

technical difficulties, please 

call Citrix tech support at 

888.259.8414. 
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MTM Services Faculty 
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Integrated Health  

Providers Learning Collaborative:  

Powerful learning collaborative process that: 

1. Each of the 15 centers in the collaborative (8 MH/SU and 7 SU 
only) were at different stages of readiness to move to integrated 
healthcare delivery.  All 15 had expressed the desire to move 
forward with integration efforts, however, each center has 
specific/somewhat unique challenges to overcome.  

2. Therefore, the project management challenge was to develop a 
learning collaborative process that would facilitate each center 
starting the integration of healthcare process at different places 
and different focus areas… That would include: 
 Support for peer sharing of positive changes being made to move other 

cohort teams beyond the “realm of impossibility”… 

 Support the use of a CQI change process that can continue to provide 
implementable solutions into the future.. 
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Integrated Health  

Providers Learning Collaborative:  

Powerful learning collaborative process that: 

3. Provide clinical service delivery process changes that 

support enhanced consumer  engagement  in the areas of: 

1. Enhanced access to treatment timelines to reduce wait times 

and enhance consumer retention 

2. Integrated information gathering in the access to treatment 

process to reduce redundant information  gathering from 

consumers 

3. Shift the clinical documentation process to a more person-

centered collaborative documentation model which included 

providing consumer satisfaction survey support to measure the 

enhanced engagement (survey results will be presented based 

on 483 consumer responses).  
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IHP Learning  

Collaborative Cohort 

1. APT Foundation, New Haven, CT 

2. Brandywine Counseling and Community Services, Wilmington, 
DE 

3. Centennial Mental Health Center, Sterling, CO 

4. Community Health Resources, Windsor, CT 

5. Community Services Northwest, Vancouver, WA 

6. Connections - Health∙Wellness∙Advocacy, Beachwood, OH 

7. Edgewater Systems, Gary, IN 

8. Journey Mental Health Center, Madison, WI 

9. Mecklenburg County Provider Services, Charlotte, NC 

10. Mosaic Community Services, Baltimore, MD 

11. New Age Services, Chicago, IL 

12. Operation PAR, Pinellas Park, FL 

13. Phoenix Houses of Mid-Atlantic, Arlington, VA 

14. Seven  Counties Services, Louisville, KY 

15. View Point Health, Lawrenceville, GA 
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Provider Learning Collaborative Goals  
1. Provide basic information about the new integrated service delivery 

models being developed. 

2. Provide an opportunity for each collaborative member to assess its 
readiness to participate 

3. Provide technical assistance/support to collaborative members to 
facilitate their addressing the typical service delivery challenges that 
have historically created barriers to providing value enhanced 
services.  

4. Develop a Rapid Cycle Change Plan for each member that will 
address specific change goals and objectives and a specific timeline 
to accomplish the changes needed. 

5. Support a continuous quality improvement based learning 
experience for each member. 

6. Provide an opportunity for collaborative members to share their 
attainment outcomes with other CBHOs 
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Consultation and Technical Support 

Summary for Each Collaborative Member 
1. Healthcare Reform Readiness Assessment was completed by each team to confirm 

the level of readiness to develop the capacity to provide primary care in each center.  

The MTM Faculty used each teams’ information to design the goals/objectives in  an 

individualized Rapid Cycle Change Plan for each team 

2. Monthly Internet based Rapid Cycle Change Plan technical assistance support was 

provided to each team to support each center in the development and implementation 

of integrated primary and MH/SA service delivery models 

3. One (1) onsite consultation and training day was provided by identified members of 

the MTM Faculty based on the focus of the technical assistance needed. The topic 

focus and agenda for each day was customized to the specific identified needs of each 

member  

4. A series of nine two hour monthly webinars were provide so that all learning 

collaborative members and their respective change teams could receive support on 

areas of change or curriculum that was identified in the readiness assessment 

outcome.   
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Integrated Health Readiness  

Assessment Completed in Summer 2011 

• Evaluated 12 Domains:  
1. Access to Services 

2. Centralized Scheduling & Cancellation Protocols 

3. Key Performance Indicators & Rate Standards 

4. LOC Benefit Package Design &  

Caseload Management 

5. No Show/Cancellation Management 

6. Collaborative Documentation Process 

7. Outcome Assessment Capacity 

8. Internal UM 

9. Community Awareness, Branding  

& Market Share 

10. Revenue Management 

11. Measurement of KPI Capacity 

12. Change Management &  

Decision-Making Culture 
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Readiness Assessment Aggregate Results 

Color Key:  Red (1) = High Concern/RCCP Focus    Yellow (2) = Consider Change Needs   Green (3) = No Change Recommended
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Integrated Health Readiness Assessment  Results 

Based on a Three Point Scale (1 = High Concern, 2 = Concern, 

and 3 = Commendation) 

• Identified specific level of concern 

in each of 12 domains for each of 

the 15 centers 

• Provided each of the 15 centers an 

average readiness score 

• Prioritized needs for each center 

• Informed development of goals and 

recommendations for individualized 

Rapid Cycle Change Plans 

 

 

Learning Collaborative Team:   
Average 

Rating: 

APT Foundation 2.1 

Brandywine Counseling 1.9 

Centennial MHC 1.9 

Community Health Resources 2.0 
Community Services Northwest 1.8 

Edgewater Systems 2.3 

Mecklenburg County SASC 1.8 

Mecklenburg County - Shelter 1.9 

MHC of Dane County 1.9 

Mosaic Community Services 2.1 

New Age Services 1.6 

Northeast Ohio Health Services 1.9 

Operation PAR 1.9 

Phoenix Houses 1.8 

Seven Counties - MH Services 1.5 
Seven Counties - Developmental 

Services 1.3 

View Point Health 1.7 
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Rapid Cycle Change  

Goal Recommendations Based on Readiness  

Assessment Findings 

  Of 15 Centers 

1. Enhance Access to Treatment Timeliness 9 

2. Develop and implement Centralized Schedule Management including Will Call and Back Fill Support 12 

3. Develop and implement No Show/Cancellation Management including Scheduling Templates and Engagement Specialist 11 

4. Design and Implement re-engagement/transition procedures for current cases not actively in treatment.  10 

5. Provide Training and Implement Collaborative Concurrent Documentation 10 

6. Design and implement Levels of Care/Benefit Package Designs to support appropriate utilization levels. 11 

7. Develop and implement an enhanced Outcome Assessment Capacity (i.e., PHQ-9, DLA-20, etc.) 12 

8. Develop and implement integrated primary care services.  13 

9. Develop and implement Cost Based Key Performance Indicators (KPIs) 8 

10. Develop and implement Capacity to Measure KPIs to support coaching/mentoring activities by supervisors/managers 9 

11. Develop and implement payer mix enhancements including Third Party Payers 13 

12. Design and implement internal utilization management functions including Credentialing Support for Clinical Staff; Pre-
Certs, authorizations and re-authorizations; and referrals to clinicians credentialed on the appropriate third party/ACO 
panels 
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13. Develop and implement enhanced Revenue Cycle Management including co-pay collections and claim submission 10 

14. Develop and implement enhanced community awareness support including collaboration with medical providers 11 
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Rapid Cycle Change Plan Sample 
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Monthly Cohort Webinar Topics – Based on 

Readiness Assessment and Center Evaluations 
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MTM Services Faculty and Focus Areas 
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Gap Analysis-  

Completed Summer/Fall of 2011 

• At each agency, Gap Analysis Teams 

(GATs) convened consisting of 2 direct 

service staff from each level of service 

along intake continuum 

• Individual internet meetings scheduled 

with each GAT 

• Measured First Client Contact, through 

completion of Treatment Plan 

• Gap Analysis with 15 Centers resulted 

in 193 Individual Process Flows 

• Goal: Identify Process Redundancy 

and Wait Times 
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Centennial MH & Psychiatry– Access Flow Chart  

 

Clients Call or walk-in for 

Care  

Locates & Calls  

the Client Back  

Client Back to schedule 

appointment 

Wait Time – 1-3 days 

% of calls are lost 

Cris 

Initial Call  

Completes – Svc req., demographics, svc hx, education, pregnancy status, 

PCP, veteran status, referral source, Medicaid status, emer contact, IV drug 

user?, financial info, schedule appt (A) 

Forms:  Initial Contact Registration Form (e, or paper) 

5-6 min Client and Staff Time  

S - 3 min client and staff time 

Post Session: complete log  – 10-15 min Staff Time Only  

 

Intake Assessment –or- 

 

Screen (H-10%)*no charge –or- 

 

Evaluation (A- 5%)  

 

 

Client 

Appropriate 

for Care? 

No – 1% 

Yes –99% 

Refer Client Out 

Client in 

Crisis? 

No – A 98% 

B 97% 

E 98% 

F – 95% 

H 97% 

L 97% 

S 5% 

W 98% 

Y 98%  

Yes – A- 2%  L -3% 

B- 3% S - 5% 

E – 2% W - 2% 

F - 5% Y – 2% 

H - 3% 

 Crisis Flow 

End of First Contact 

C 

Wait Days – A 2-7 / B 2-7 / E 2-14  / F 2-7 / H 2-7 / L 2-7 / S 2-7 /  

W 2-7 / Y 2-7 
INTAKE ASSESSMENT: 

Pre-Session: Support  Staff - Forms – Consent, fee acknowledge, insurance info, collect payment (opt)  

5-10 Client and Staff  

S – Initial Contact form 5-10 min Client time / 5-10 Client and Staff 

H – MH 10-15 Client and staff /  

Session: Therapist (MA+) -  Forms:  Assessment, ROIs, CCAR (MH), Mental Status Exam, psychosocial 

hx, brief physical/med screen, provisional dx,  

90-120 min Client and Staff Time  

Post Session: Therapist – 60-120  Staff Time Only 

 

H - SCREEN: Clinician 30-50 client and staff  

Post-Session: 15 min staff only time 

 

EVALUATION:  Pre-Session (support staff): 5-10 Client and Staff.  

Session (clinician) 120 min client and staff.  

Post-Session: 120-240 min staff time only 

 

 

Support Staff 

Available? 

No –  

A - 15% 

B – 15% 

E- 15% 

F 15% 

H 15% 

L 13% 

S 40% 

W 15%  

Y 15% 
Yes –  

A – 85% 

B – 85% 

E- 85% 

F- 85% 

H – 85% 

L - 87% 

S – 60% 

W – 85% 

Y -  85% 

 

LOCATIONS/ Services: 

   AMH 

   CMH  

   SA – Adult and Youth 

   Psychiatry – meds only 

   Case Management 

   Criminal Justice- CM 

Akron (A) 

Burlington (B) 

Elizabeth (E) 

    + CSP 

    + Outreach (IOG) coordinated care 

Fort Morgan (F) 

    + CSP 

    + vocational supported employment 

Holyoke (H) 

    - CM 

Limon (L) 

   +  DV - OP 

Sterling (S) 

   + residential 

   + SPMI 

   + day treatment (CSP) 

   + vocational supported employment 

Wray (W) 

Yuma (Y) 

  

Professional Referrals  

End of Second Contact 



Access to Treatment Process Flows –  

Measurement Process Summary 

193 Processes 

Access Process - Wait time by Organization and Division 
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Intake Cost Analysis Example 
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Initial Access Flow Cohort Outcomes 

1. Measurement of current processes from first call for 

routine help to treatment plan completion 

2. Measurement processes provided indicate that the 

cohort of 15 centers have 193 different flow processes 

3. Number of staff hours needed range from .5 hours to 

11.7 hours – Cohort average is 5 hours of staff time 

4. Cost of processes range from $11 to $855 – Cohort 

average cost is $369 

5. Total days wait to treatment range from less than one 

day to 150 calendar days – Cohort average wait time 

is 31.30 calendar days for all divisions/programs 
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Access to Treatment National Best Practice 

Target Averages 
1. Access to Treatment processes within each center: 

 Gold Standard – Standardized Process for the center  

 Silver Standard – No more than one per division  

2. Number of staff hours needed from first call for help to 
treatment plan completion range from 2 hours to 2.5 hours  
which will require staff to use collaborative documentation 
process 

 Assessment process target is one hour using CSR support  

3. Cost of processes range from $150 to $200 

4. Total days wait to treatment for therapist/case manager is 8 
calendar days or less and to MD/APRN is 10 total calendar 
days or less from Intake/Assessment  
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Change Measurement 

21 

21 

RESULTS 



Pilot / Implementation Phase for RCCP Efforts  
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Integrated Care Outcomes for RCCP Efforts  
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Improved Timeliness of Access to Care 

1. Multiple Teams reported a complete restructuring of 
Access/Intake Processes, removing redundancies and 
unnecessary steps resulting in cohort average reduction in 
calendar wait days to care from 25 days to 14 days. 

2. Centralized Scheduling  
 implemented by 26% of Teams 

 Indicated by one Team as “Most Notable Achievement” for 
increasing productivity 

3. Open Access 
 Piloted/Implemented by 46% of all Cohort 

 Open Access was highlighted by 5 Individual Centers as their “Most 
Notable Achievement”. 
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Access to Treatment Process Flows –  

Measurement Process Summary 

Access Process - Wait time by Division 
Information based upon the initial individualized GAP Analysis Charts 
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Access to Treatment Process Flows –  

Measurement Process Summary 

Top Five Results 
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Access to Treatment Process Flows –  

Measurement Process Summary 

Top Six Results 
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Access to Treatment Process Flows –  

Measurement Process Summary 

Access Process - Staff vs. Client time by Division 
Information based upon the initial individualized GAP Analysis Charts 
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Access to Treatment Process Flows –  

Measurement Process Summary 

Top Four Results 
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Access to Treatment Process Flows –  

Measurement Process Summary 

Access Process – Average Cost by Division 
Information based upon the initial individualized GAP Analysis Charts 
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Access to Treatment Process Flows –  

Measurement Process Summary 
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Top Three Results 



Annual “Access to  Care Cost Efficiency Gains” 

for Top Two Centers  

1. Seven Counties: 

 Annual Savings = $741,376.25 

 

2. View Point Health:  

 Annual Savings = $321,729.58 
 

3. Combined Total Savings:  $1,063,105.80 
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Case Study:  Journey Mental Health 

Center, Madison, WI – Same Day/Open Access Initial Assessment 

Services – Reduced Cost Per Assessment 
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Collaborative Documentation Efficiencies 

Achieved: 

In this Cohort:  

1. Noted by Teams as #2 Top Success Achieved through 

Learning Collaborative 
 

2. Overall, a 20% reduction in Staff Time was achieved (up 

to 8 hours of post documentation time savings per staff 

per week) 
 

3. Average annual savings of $317,411 per Center. 
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Consumer Survey Results 
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Staff Survey Results 
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As a result of your participation in this 

Learning Collaborative, what will you 

accomplish by next year?  

•  

 

 

• Top 5 Plans noted by Teams: 

1. Integration with Primary Care or FQHC 

2. Implementation of Collaborative Documentation 

3. Integration of Rapid Cycle Change into CQI process 

4. Open Access, Levels of Care Benefit Design, EHR Advancement 

5. Expansion of Billing Practices including 3rd Party Payers 
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Discussion and Q&A 

Questions and Comments? 
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Seven Counties Services 
Tony Zipple, CEO 

Kelley Gannon, COO 

Scott Hedges, Sr. VP Medical Svc 

Marsha Wilson, VP Adult MH 

David Weathersby, VP Child & Family 

Diane Hague, VP Addictions 

Jean Russell, VP Development Svc 

Laura Fitzgibbons, VP Rural  

Mary Rose Booker, Dir. Business Svc 

Susan Rittenhouse, VP Compliance 

Tish Geftos, Quality Improvement Officer 

Teresa Wilson, UM Director 

Don Harris, Dir. Business & Revenue Development 



Why we decided to join the Learning 

Collaborative 

• To assist us in improving efficiencies for better service 

delivery to clients.  

• To help us prepare for new economic pressures from 

payer sources.  

• To focus on improving client outcomes through 

integrated care and expanding existing co-location 

projects. 

• To prepare for implement process for a new electronic 

health record and accounting software 



Top Three Accomplishments 

• Productivity Management and Measurement 

• Open Access 

• Collaborative Documentation 



Productivity Management 

• Implemented consistent measurement and 

management of productivity across the organization 

 

• In 2011, each service unit had its own way to measure 

productivity… or no measurement at all.  

• Built and used standard metrics that were simple, consistent,  

and easy to understand. 

• Raised productivity from 36% to 53%. 

 



Open Access 

• Implemented open access across all locations 

 

• Major culture shift required. 

• Reduced wait for first appointment from over 15 days to 

under 5 days. 

• Reduced no-show rate from 40% to 11% . 

• Needed to adjust intake processes for walk-in client flow. 

• Individual service site circumstances are not as “unique” as 

they thought. 

 

 



Collaborative Documentation 

• Collaborative documentation is now the standard 

 

• Piloted collaborative documentation with 25 clinicians. 

• Surveyed clients during pilot – 90% of clients said it was 

helpful or very helpful for them.  

• Clinicians were more enthusiastic with great client feedback. 

• Successful clinicians made terrific testimonials. 

• It improved productivity and quality of care. 

 



Results 



Results 



Results 



What’s Next 

• Implementation of EHR and financial software for 

better tools and measurement 

• Increase centralized intake and scheduling 

• Next level gains – move productivity to over 57%, no 

shows to under 8% and days to first appointment to 3. 

• Expect tougher incremental improvements 

• Position for primary care integration 

• Expanded bi-directional colocation 



View Point Health 

Frank Berry, CEO  

Judy Fitzgerald, VP of Strategy 

Jennifer Hibbard, VP of Programs 

Yvette Nurse, Director of Outpatient Services  



Why we decided to join the Learning 

Collaborative 

View Point Health Vision: 

Building healthy lives and healthy families through high 

quality comprehensive care. 

 

We recognized we needed expert guidance: 

• Transform our culture  

• To change our clinical practice  

• Address the whole health needs of our clients 

 

 



Our Goals  

• Integration with Primary Care 

• Provide high quality  customer service 

• Improved access to services 

• Engage clients in treatment from planning to discharge 

• Maximize use of clinicians’ therapeutic time and 

improve efficiency 

• Improve outcomes for our clients 

 



Top Four Accomplishments 

1.Open Access at Outpatient Centers 

2.Implemented Collaborative 

Documentation 

3.Centralized Scheduling 

4.Enhanced Emerging Partnership with 

FQHC 

 



Open Access at Outpatient Centers 

• Lesson learned 

• We learned to remain flexible, listen to suggestions from staff, 

show appreciation and encourage teamwork. 

• Data 

• Increased number of intakes by 14% from Jan 17 – Mar 30 

• Estimated Monthly Savings = $32,682  

• Estimated Annual Savings = $392,184 

• Current Barrier 
• Streamline intake paperwork to keep appointment within 1 hour 

• New EHR implemented March 1, 2012 

 



Collaborative Documentation 

• Training and Pilot Project for Collaborative 

Documentation helped clinicians make the 

philosophical shift 

• Improved efficiency 

• “Quality Measures”: Redesigned productivity system 

to incentivize outcomes rather than outputs, improve 

client engagement, a team approach incentivizes all 

staff to work toward a common mission, 

documentation quality audit score and incorporate 

into performance plans. 

 



Summary of Client Feedback on Collaborative 

Documentation : 

 • How helpful was it to you to have your provider review 

your note with you at the end of the session? 

    82% “Helpful or Very Helpful” 

• How involved did you feel in your care, compared to 

past experiences? 96% “Involved or Very Involved” 

• How well do you think your provider did in introducing 

an using this new system? 96% “Good or Very Good” 

• Would you want your provider to continue to review 

your note with you? 86% “Yes, Unsure” 
 



Centralized Scheduling 

• No-Show management 

• Hired 2 Engagement Specialists 

• Lesson learned 

• Need to add more phone lines and staff to Access call center to 

support centralized scheduling 

• We need to analyze no-show data trends 



What’s Next 

1. Open Access & Clinical Pathways for other 

programs 

2. Identified measurable outcomes and targets 

3. Integration with Primary Care Goals: 
• Open Medical Suite within Outpatient Center 

• Bridge/Link Electronic Health Records 

• Make it a seamless process for the client 

• All clerical staff can schedule for both Primary Care and 

Behavioral Health 

• Streamline Intake Process 



Questions 

 

? 
 

 

 

www.integration.samhsa.gov 


